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Mental disorders are significant contributors to the global
burden of disease (1). While they occur across all levels of
socio-economic status, the majority of populations in low-
and middle-income countries (LMICs) do not have access
to effective psychological and pharmacological interventions
(2). Key barriers to sustainable delivery of psychological
therapies in LMICs include limited mental health funding
and infrastructure, chronic shortage of mental health pro-
fessionals, lack of treatments adapted to the local context,
and challenges associated with training and supervision.
Implementation of low-intensity psychological interven-
tions by trained para-professionals is one potential solu-
tion to this problem (3,4) which is receiving significant
attention as part of global mental health research agendas
(e.g., 5).

A number of low-intensity interventions have demon-
strated clinical benefit and utility in high-income settings.
For example, early analyses of the UK’s Improving Access
to Psychological Therapies programme (IAPT, 6) found a
substantial reduction in depression and anxiety in people
who attended at least two sessions of low-intensity interven-
tions. Additionally, a recent meta-analysis challenged con-
ventional thinking and provided support for low-intensity
interventions as an effective treatment even for individuals
with symptoms of severe depression (7).

Evidence for the applicability of psychological interven-
tions by non-specialists in LMICs is mounting (8,9). For
instance, group interpersonal psychotherapy facilitated by
local para-professionals has been shown to be effective in
rural Uganda among depressed adults compared to usual
care at six month follow-up (10). In rural Pakistan, Rahman
et al (11) found that local community health workers could
effectively deliver a locally adapted cognitive-behavioural
intervention for perinatal depression. Mothers receiving the
treatment demonstrated significant clinical improvement
on depression symptoms, showed less disability and better
overall and social functioning. Finally, a comparatively
more intensive transdiagnostic intervention, the Common
Elements Treatment Approach (CETA), has shown promis-
ing results for the treatment of symptoms of depression, anx-
iety and post-traumatic stress in Burmese refugees when
delivered by para-professionals (12).

To fill the gap between mental health needs and access to
quality care, and extend the current research on low-
intensity interventions in LMICs, the World Health Organi-
zation (WHO) – as part of its Mental Health Gap Action
Programme (mhGAP) – has begun to develop and test low-
intensity psychological interventions. The current paper
focuses on one such intervention, named Problem Manage-
ment Plus (PM1).

THERAPEUTIC FOUNDATIONS FOR PM1

PM1 is for adults suffering from symptoms of common
mental health problems (e.g., depression, anxiety, stress or
grief), as well as self-identified practical problems (e.g.,
unemployment, interpersonal conflict). It is not suitable for
people presenting with severe mental health problems (e.g.,
those with psychosis or at imminent risk for suicide).

One of the core features underpinning PM1 is adherence
to a transdiagnostic approach. Transdiagnostic treatments
are “those that apply the same underlying principles across
mental disorders, without tailoring the protocol to specific
diagnoses” (13). This approach can be very useful because
most people present with comorbidity. Addressing multiple
problems at one time through shared emotional mecha-
nisms is more efficient (14).

Considerable momentum has developed in high-income
settings for the use of transdiagnostic treatments, with ini-
tial evidence pointing to their efficacy in alleviating com-
mon mental health problems (15). A key advantage of these
approaches for LMICs is that they reduce the need for and
challenge of making differential diagnoses and learning
multiple treatment manuals for different disorders (16).

Reflecting this therapeutic approach, PM1 has integrat-
ed problem-solving and behavioural treatment techniques
that demonstrate amenability to low-intensity delivery while
seeking to preserve a strong evidence base (3,17). Following
review by 24 international experts, four core therapeutic
strategies (described below) were included in the manual.
There was a strong emphasis on behavioural (as opposed to
cognitive) techniques, as these would likely be easier to
learn by individuals and lay helpers.
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DESCRIPTION OF PM1

The name “Problem Management Plus” is intended to
reflect the therapeutic aims of the intervention: to improve
one’s management over practical problems (e.g., unemploy-
ment, interpersonal conflict) and associated common men-
tal health problems. The term “problem management” is
used rather than “problem solving” to highlight that many
practical problems encountered by people living in adversity
may not necessarily be solvable. The “plus” refers to the
evidence-based behavioural strategies that enhance one’s
capacity to adaptively manage emotional problems.

In PM1, subjects are seen on an individual, face-to-face
basis for five weekly sessions with a lay helper. The length of
the sessions is 90 min, to allow adequate time for explana-
tion of a strategy and application to client-identified prob-
lems. Independent practice of strategies between sessions is
encouraged and reviewed in subsequent sessions, thus
enhancing learning through repetition.

In addition to the four core strategies, PM1 includes a
psychoeducation component, delivered in session one. Indi-
viduals are educated about common reactions to adversity
and receive a general overview and rationale of the inter-
vention. A brief motivational interviewing component is
included to enhance one’s commitment to being actively
engaged in PM1.

CORE STRATEGIES OF PM1

Managing stress

Lay helpers introduce a simple stress management strate-
gy in session one, to optimize initial mastery of stress and
anxiety symptoms as well as enhance relaxation. Stress
management has been identified as an effective strategy in
the treatment of post-traumatic stress disorder and depres-
sion, albeit less effective than high-intensity intervention
strategies, such as cognitive-behavioural therapy (18-21).
Within PM1, slow breathing is taught, given its ease of
learning, likelihood of being acceptable in different cultural
contexts, and potential to be delivered succinctly.

Managing problems

From session two, people are taught basic skills to help
them address practical problems. In PM1, this strategy
extends the traditional six-step problem solving format (22)
to emulate Bowen et al’s problem solving approach (23). It
includes categorizing problems as solvable, unsolvable and
unimportant prior to selecting a target problem. This step
aims to support individuals to take control of their problems
by determining what is important to them and investing
solely in those problems considered of significance to their
lives. This approach has been shown to have promising

results in randomized controlled trials in high-income con-
texts (24) and also in a South African pilot study (8).

Get going, keep doing

This behavioural activation strategy aims to increase the
opportunity for positive reinforcement from the environ-
ment and directly address inertia, a distinguishing feature of
depression (25,26). Numerous studies have demonstrated
that behavioural activation is an effective means to reduce
depressed mood (27). In PM1, individuals are encouraged
to re-engage gradually with pleasant and task-oriented
activities to improve mood and functionality. This strategy
is introduced in the second session.

Strengthening social support

A distinct strategy to promote social support was retained
in the final intervention manual. It aims to optimize a per-
son’s capacity to re-engage in the community, elicit support
(e.g., emotional, practical) from others or specific agencies,
and provide support him/herself. By the end of session
three, the individual has likely gained some personal locus
of control and mastery over his/her symptoms, and so
strengthening his/her social support is considered. Per-
ceived social support has been found to be a robust con-
struct associated with better psychological outcome in a
variety of populations, including those exposed to traumatic
events (28-30).

RELAPSE PREVENTION

Relapse prevention education is delivered in the final ses-
sion. This involves identifying personal warning signs of
relapse, gently testing people’s knowledge of strategies,
including how best to apply them to manage specific prob-
lems, and identifying future goals.

GROUP ADAPTATION

To enhance cost-effectiveness and accessibility, PM1 has
recently been adapted to be delivered in a group setting
(and plans are underway for development and testing in e-
format). All core treatment components, session content
and frequency have been retained in the group version.
However, treatment sessions last three hours, to accommo-
date the unique dynamics of delivering an intervention to a
group (e.g., group discussions) and include group rituals and
breaks. A ratio of no greater than one facilitator to eight par-
ticipants has been recommended. Facilitators are expected
to have a similar profile as that of individual PM1 lay help-
ers (discussed below) and undergo a brief training course
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specific to group PM1. This variation of the intervention is
currently being tested in rural Pakistan.

WHO PROVIDES PM1?

Upholding a task shifting approach, PM1 is intended to
be delivered by lay helpers who have completed at least
high school but without previous mental health training.
Some disparity exists in the literature with regard to the
duration of training of lay helpers. While some interventions
have adopted longer training programmes, such as six
weeks (31) and two months (32), the majority of studies of
this nature have demonstrated effective outcomes after one
to four weeks of training (e.g., 33-37). Briefer training peri-
ods are more feasible in many communities with resource-
and time-related restrictions.

PM1 thus far implements an eight-day training pro-
gramme, followed by a two to three week period of in-field
practice with ongoing, weekly supervision. Supervision is
conducted by skilled mental health professionals who have
received PM1 training and have experience in its delivery.

IS PM1 ADAPTABLE ACROSS CONTEXTS?

Many psychological interventions are developed for
delivery in high-income contexts, and socio-cultural accept-
ability is a critical barrier to improving access to effective
treatment in LMICs. Chowdhary et al (38) have identified
key components that require adaptation in different cultures
(e.g. language, content, use of local idioms of distress and
metaphors), for which PM1 has sought to uphold.

Socio-cultural adaptations of PM1 to local contexts
through formative studies are encouraged prior to imple-
mentation of the intervention. Such studies have been car-
ried out in Pakistan and Kenya, confirming that PM1 can
provide a template that is adaptable to various contexts.

CONCLUSIONS

The WHO and its partners have produced a low-intensity
intervention aimed at reducing symptoms of common men-
tal disorder in people living in communities affected by
adversity, whether they are humanitarian settings or low-
income urban settings exposed to community violence.
PM1 has been developed in response to the urgent need for
affordable but evidence-based interventions that are amena-
ble to low-income settings. Specifically and importantly, it is
intended for delivery by lay helpers without formal mental
health training, representing a feasible psychological inter-
vention for settings with few specialists.

It is hoped that ongoing randomized controlled trials will
show that this simple intervention can provide effective
care for adults with common mental health problems in
communities exposed to adversity in LMICs.
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